responsiveness, assurance, communication, discipline and baksheesh (unofficial payments). He argues, arbitrarily, that these factors have a relatively greater influence on individuals' decisions regarding utilization compared with access and costs. Haddad et al. (1998b) developed and validated a scale in Guinea. This paper applies this instrument, adjusted for the specific context of Burkina Faso, and covers individual perceptions on health personnel practices and conduct, adequacy of resources and services, health care delivery, and financial and physical accessibility of care. This comprehensive approach allows us to assess the relative importance of determinants of quality of care that affect utilization patterns.
The aim of this paper is to inform policy-makers about the strengths and weaknesses of the quality of government primary health care services, as perceived by users, which can help define starting points to improve quality of care. Moreover, the present paper aims to contribute to the further development of an analytical framework for the measurement of perceived quality of care.
Methods

The study population
Data were collected on 1081 visitors of one urban hospital and 10 rural health care centres in the district of Nouna, in north-west Burkina Faso. The rural health centres provide basic outpatient services and include a dispensary and maternity unit staffed by a certified nurse and a trained midwife. The urban district hospital, with some 100 beds with surgical facilities, is the first referral level for the rural health centres and has a physician on staff. Visitors to the health facilities were approached as they left the facilities evaluated. They were included in the study, and an appointment was made for an interview at home, if their reason for the visit included a consultation with the staff. During the interview, a questionnaire was administered to the patients themselves or, in the case of children younger than 15 years, to the accompanying adult. The response rate to the interview questions was 96%. In addition to the items dealing with quality, the questionnaire included questions on respondents' sociodemographic characteristics. The majority of the respondents were female (57%), and 82% of the respondents were uneducated. The average age was 34 years.
Questionnaire
The instrument for quality assessment was based on an instrument developed and validated earlier for documenting quality of care in Guinea (Haddad et al. 1998b) . The results of an exploratory study in Nouna district in Burkina Faso were used to assess whether the same items, as selected in the Guinea study, were also relevant for Burkina Faso The items were translated into the four main local languages (Bwamou, Djoula, Marka, Mooré) using the method of backtranslation. It was then pre-tested on 25 people to allow for adjustment of wording. For each question, respondents could express one of five opinions: very unfavourable (-2), unfavourable (-1), neutral (0), favourable (+1) and very favourable (+2). The respondents were asked to express their opinion about the services in general, not on the one specific consultation after which they were approached by the research team. An unweighted aggregation procedure was used to calculate summary scores.
Results
Scale properties
On the basis of item analysis, 20 items were selected (Table  1) . Factor analysis, to break down the items into homogeneous sub-scales, resulted in an item grouping which is coherent with the quality dimensions as proposed by various authors such as Donabedian (1980) . Consequently this grouping has been used for the definition of four sub-scales (Table  1 ). The first sub-scale consists of six items related to the practices and conduct of the health personnel: patient follow-up, clinical examination, the reception of the patient, compassion, respect, time spent, and honesty of the staff. The second sub-scale includes five items related to the adequacy of resources and services in the facility, i.e. adequacy of the number of doctors, adequacy of doctors for women's treatment, adequacy of equipment, adequacy of rooms and availability of drugs. The third sub-scale includes four items including measures of health care delivery, i.e. prescription, quality of drugs, diagnosis and care outcomes. The fourth sub-scale includes five items related to the financial and physical accessibility of health care, i.e. the adequacy of fees, the possibility of making special payment arrangements, distance, the ease of obtaining drugs and the time devoted by the doctor. 1 The results show that the respondents were favourable regarding the dimensions, 'health personnel practices and conduct' and 'health care delivery', but less so regarding 'adequacy of resources and services' and 'financial and physical accessibility'. The total score and the scores for three out of four sub-scales show mean scores that are larger than the median scores, indicating a skewed distribution which is often the case in studies on people's satisfaction or perceptions on the quality of care (Haddad et al. 1998b ) ( Table 2 ). The reliability of the scores, as indicated by the Cronbach's alpha values, ranges from 0.55 for the sub-scale health care delivery, to 0.86 for the total score. Modest reliability scores for the sub-scales health care delivery and accessibility can be explained by the limited number of items and the relative heterogeneous character of this sub-scale, and is not uncommon in opinion interviews (Haddad et al. 1998b ).
Subgroup analysis
The impact of individual and system characteristics on the various scores are presented in Table 3 . The results show that health personnel practices and conduct are perceived as poorer by relatively young people and those with at least primary education; the perceived adequacy of resources and services is judged poorer by relatively old people, females, those with at least primary education, and by those who live where the centre is located. Males and those with at least primary education rated health care delivery lower; respondents who live in another village than where the centre is located and with at least primary education rated financial and physical accessibility lower. Overall, the quality was judged lower by those with at least primary education.
Perceived quality of the health centres
To determine which centres differ in terms of perceived quality of care, we performed post-hoc tests, using a procedure (Tukey's honestly significant difference test) that allows for adjustment of the observed significance level for multiple comparisons. For the total score as well as for the four sub-scales, the perceptions on the quality of care often differ significantly between one health centre and the others (Table 3) . In other words, the measures of perceived quality discriminate strongly between the different health centres.
The adjusted R 2 value, representing the percentage of variance explained by the various models, is larger than 20% for four of the five models. The health centres explain much of this variance. 2 This indicates, in our model, a high impact of health care system characteristics on the valuation of quality of care, relative to that of socio-demographic characteristics.
Discussion
This paper examines the quality of care of primary health care facilities in a rural region of Burkina Faso. There is a tendency for respondents to respond favourably to questions, as is systematically noted in research on perceived quality or satisfaction (Bitran 1995; Wouters 1995; Haddad et al. 1998b; Newman et al. 1998) . This implies that results should be interpreted carefully and in a relative rather than an absolute sense. Despite this tendency, respondents' opinions are not very favourable in this study, as has also been shown by other studies in the same region (Nikièma-Heinmüller and Borchert 1998).
Respondents in various health centres (including the urban hospital) were relatively negative on items related to health personnel practices and conduct. The behaviour of health personnel has also been found to depress patient satisfaction in other studies (Abu-Zaid and Dan 1985; Enyimayew 1989, 1990; Bichman et al. 1991; Haddad et al. 1995) . The problem, however, rarely receives attention by health planners who seem to focus more on the technical aspects of quality (Bichman et al. 1991; Jarrett and OfusuAmaah 1992; Haddad and Fournier 1995) . Consequently, the importance of interpersonal skills has been largely overlooked, an important quality aspect which in certain settings had been found to be mutually reinforcing the technical quality component (Gilson et al. 1994) . Improving the attitudes of health personnel towards patients seems, therefore, a promising way to enhance perceived quality of care. The overall positive attitude of the respondents to health care delivery seems to conflict with earlier research in the same district which has shown inadequate physical examination, diagnosis and prescription by personnel (Krause et al. 1998a (Krause et al. , b, 1999 . Patients appear not to notice poor compliance rates with respect to these issues (Bitran 1995; Wouters 1995) .
The quality of 'adequacy of resources and services' was valued as relatively poor. Respondents especially criticized the absence of drugs for all diseases on the spot. Many studies have shown that drug supply is a very important determinant of the utilization of health services (Abu-Zaid and Dann 1985; Eniymayew 1989, 1990; Parker and Knippenberg 1991; Litvack and Bodart 1993; Bitran 1995; Haddad and Fournier 1995) . These findings suggest that appropriate drug policies are likely to be among the single most important policy actions that could improve quality of health care.
Respondents judged the financial and physical accessibility of care relatively poorly. In particular, the high costs of care and the lack of access to credit were factors that considerably hampered perceived quality of care. They are closely linked to the existing fee-for-service payment scheme, which has been introduced as part of the Bamako Initiative. The identification of 'financial and physical accessibility' as a distinct dimension of quality of care is an important asset of this study. This adds to earlier empirical (Haddad et al. 1998b) and theoretical (Donabedian 1980) work which relates quality of care to the traditional factors mentioned above, 'health personnel practices and conduct', 'adequacy of resources and services' and 'health care delivery'.
The findings of this study have demonstrated the feasibility of conducting a detailed assessment of indicators of perceived quality across a variety of health centres. Socio-demographic characteristics had only limited impact on the respondents' perceptions on quality of care: in all sub-scales and the total score, they contributed less than 10% to the explained variance. The study was able to detect some significant impacts of respondents' age, sex, educational status and place of residence on their perceptions, but these were relative small. Moreover, since the population is relatively homogeneous in terms of these variables (obviously except for age and sex), the overall impact of these variables is also small. The role of socio-demographic variable effects on people's satisfaction has been widely studied (Hall et al. 1987 ) and is still controversial (Haddad et al. 1992) . This study has shown that the observed variation in the perceived quality of care is largely explained by health centres' variations: the health centre variable contributed always more than 90% to the explained variance. Overall, more than 30% of all variation in respondents' perceptions was explained by both socio-demographic and health system variables, a proportion which can be considered as satisfactory in social science research (Kennedy 1998) . Adding more items to the measurement scale would increase its explanatory power but also decrease its practicality. Moreover, respondents seem to discriminate well between the various dimensions of quality of care. Also, it has demonstrated that the population makes sensitively different judgements on the different health centres. This means that, even when at first sight the responses are generally positive, they are at the same time sensitive and discriminative and therefore potentially very useful for quality evaluations (Ross-Davies and Ware 1988; Haddad et al. 1992 ).
The scale by Haddad et al. (1998b) appeared an appropriate instrument to assess patient perceptions on quality of care with precision, and can be usefully applied to acquire further understanding of quality of care in other countries too. In the case of Burkina Faso, improving drug availability and accessibility to health services have been identified as the two main priorities for health policy action. Policy-makers should respect these patient preferences to deliver effective improvement in the quality of care and thereby increase utilization of health care.
Endnotes
1 With the exception of two items, all subscales show communalities higher than 0.30. More than half (50.5%) of the 20 itemsspace variance is explained by a four-factor extraction.
2 This is indicated by the Eta 2 , which is larger than 0.20 for four of the five models.
